H. B. M. MURPHY, M.D! Psychiatric services consume large amounts of public money, but the results of these services are not easy for the public to assess and it is usually felt that psychiatric patients cannot be relied upon to ensure that the quality of service is recognized and rewarded. For this reason the United States Community Mental Health Centers Act of 1963 (39) called for all programs under its auspices to include formal means of self-evaluation, and Alex Richman's report on psychiatric care (28) to the Canadian Royal Commission on Health Services stressed the same point. Legislators have gone so far as to say "If you do not evaluate properly, we do not give you the money; that is the name of the game" ** and, therefore, in both countries health departments and program staff are searching for ways of carrying out such evaluation.
At first thought these ways would seem easy to find, for the similarity of mental hospitals to industrial establishments has led to numerous efforts at estimating costeffectiveness (5, 36, 38, 40) and there is a vast literature on the evaluation of psychiatric therapy and therapists. But the criteria of 'success' employed in such approaches are too narrow for a modern, comprehensive community mental health program. Studies of hospitals customarily considered only how soon the patients left and how quickly they returned, while studies of therapy usually evaluate· only the shortterm diminution in symptoms. Therefore, although many of these studies are of excellent quality and some, such as Ullmann's (38) , should be required reading for planners and administrators, there is really no guidance on how the evaluation of a *Manuscript received May, 1971 . lProfessor, Department of Psychiatry, McGill University, Montreal, Quebec.
'"'*Chairman of the Ways and Means Committee oi the Hawaiian Senate (1) . tThe NIMH is advertising for " . . . firms having . research and development capabilities . . . relevant to evaluation of the Community Mental Health Centers Program", with five areas of expertise being specified. Canad, Psyehiat. Ass. J. Vol. 16 (1971) comprehensive, modern program should be carried out.
Once plans were started for the new mental health centres this lack of guidance was realized and a search for fresh approaches was commenced. The Milbank Memorial Fund pioneered the search (8), regional conferences were held in various parts of the United States (1, 25, 30, 42) , the National Institute of Mental Health called a large international conference (44) , the American Psychiatric Association issued a research report on the use of epidemiology for mental health planning (24) and many other papers were written on this topic in the United States. (In Canada, unfortunately, the legal stimulus was absent and we lost our internationally-known authority on the subject, little effort having been made to retain him). Yet all that exertion has yielded surprisingly little concrete guidance for the program director who wants to know what techniques to incorporate and what results to expect. Models of how to conduct a large-scale study can be found; for example in the admirable Chichester-Salisbury (England) comparisons of Grad and Sainsbury (7, 33) , but there are still very few descriptions of criteria and techniques which can be employed routinely by an average mental health program. Perhaps in consequence of this, a recent policy paper of the National Institute of Mental Health in the United States (21) suggests that this body abandon routine data gathering for evaluative purposes and instead focus on a relatively few large-scale studies of input and output. Moreover, management consultant firms may be hired to undertake these.t
The last reactions appear both unnecessary and undesirable, Old models of routine assessment in mental hospital administration may no longer be valid, but the criteria and techniques for new models are already in existence. Management consultants have their uses, but psychiatry should be able to evaluate itself. This paper offers a number of ways by which programs can be evaluated and a further paper will illustrate their application. The ways can and should be questioned, but this can be better achieved by examining the results they yield than by debating the matter in abstract.
Principles
In the following exposition two principles will be assumed to underlie the type of program being discussed. These are 'responsibility' and 'comprehensiveness'. By 'responsibility' is meant the acceptance of the duty to care for the mental health needs of a given population, usually but not necessarily that ofa geographically defined catchment area. Such responsibility does not preclude assigning low priority to some of these needs or arranging for them to be answered by another administration. Nor does it mean that services to people from outside the c-atchment population must be withheld. But it would be an infringement of the concept if better care were given to outsiders than to the population nominally cared for, as was described by Hollingshead and Redlich (13) with respect to clinics for low-income groups. By 'comprehensiveness' is meant that all types of patient and all types of mental health need are taken into consideration -the chronic as well as the acute, the alcoholic as well as the neurotic. Priorities may be assigned, but the grounds for these priorities must not escape evaluation and if responsibility has been divided among various organizations the relationship between these organizations must also be scrutinized. If each of several units serving the same population has chosen its own priorities disregarding the others, it is probable that the public is not being well served.
Given these principles there are four questions which evaluation should attempt to answer:~T he best examples that come to mind are the Maryland retardation work by Imre (15) and the small study by Hoek in Israel (10) . but it is unclear how far the epidemiological data have been actually used for the planning or improvement of services in either case. 1) How far is the program reaching those who need its help 2) Is it providing adequate help to those it reaches 3) What results are achieved by its services 4) How efficiently and economically is the work carried out? In theory, these matters can only be assesed after their terms have been fully agreed upon and after a base for comparison has been found. However, to await general agreement on the criteria and definitions of 'needing psychiatric help' or 'adequate treatment' is to postpone indefinitely; to await the publication of results against which one's own can be compared is also procrastination. There is sufficient agreement on the longer-range goals, of psychiatry, even though definitions and priorities are still uncrystallized, and the progress made towards these goals can be better assessed through measurements based on almost any criteria, however arbitrary, than by discussing the matter purely in abstract. Hence it is better to explore achievement on each of the four points with the aid of whatever criteria and techniques come easiest to hand than to await definitions and never reach measurement at all.
Reaching the Needy
Any definition of need for psychiatric care must take into account the results which that care customarily achieves as well as the other forms of aid available (2) . However, if the numbers of persons with different types of disorder in the catchment population can be estimated, then it is possible to compare these with the numbers seeking treatment (bearing in mind the difference between incidence and prevalence) and to decide which type of disorder is the least reached. The estimates can be derived from a field survey, by a small sample surveyor by investigating the morbidity in specific, high-risk sections of the population. A proper field survey is the obvious approach but there are virtually no instancestt of it being used as a baseline by which to judge the penetration of services, and it is too costly to recommend as a routine. The small sample survey using a symptom check-list is simpler, cheaper and hence more popular, but ". . . one should not equate symptoms with illnesses or with need for psychiatrists' care" (29) and the number of undoubted 'cases' of mental disorder which such a survey uncovers is usually too small a base from which to build satisfactory estimates. Therefore, although the cases which it includes can be used for testing a specific aspect of the program (27) and although more sophisticated approaches of the same type are suitable for other specific tasks (11, 16) , . the symptom check-list is not a method to be generally recommended.
Much the simplest way of judging success in reaching the people suffering from a specified mental disorder is to refer to some large-scale survey of a population relatively similar to the catchment one and then to follow up with spot checks in highrisk sectors. The first of these steps, which takes little effort, provides an estimate of prevalence and the second shows whether the difference between that estimate and the numbers seeking treatment is due to the earlier survey's data being inappropriate for the catchment society. In successive years spot checks of different categories of disorder can be effected through the courts, schools, welfare rolls, and so on, and an initially checked sector can be re-checked after some years to see whether penetration of services has increased.
Past surveys have yielded relatively uniform results for the psychoses but have differed considerably respecting the neuroses and have been virtually useless respecting the personality disorders, owing to the difficulty of defining the latter. However, even when they differ widely they may be helpful for evaluative purposes if attention is paid to the concepts and criteria employed. As a very rough guide 50 per cent of the population is likely to admit to some symptoms, 10 per cent to have a recognizable ttH'he first years of the Maryland Case Register yielded treated incidence rates much higher than the figure suggested here, but included an unknown proportion of previous patients returning for care (41) . neurosis, 5 per cent a psychosomatic disorder with the psychological element predominating; and 0.5 per cent a psychosis. Three to five new cases of schizophrenia can be expected per 10,000 adults each yearm and the same applies for the affective psychoses; while the incidence of organic psychosis depends greatly on the age structure of the population. Alcoholism and drug addiction show marked variations, but Gibbins' rate of sixteen 'abnormal drinkers' per 1,000 adults in Eastern Ontario offers a starting comparison for much of Canada (6) .
Refusals and Drop-outs
The question of what constitutes adequate treatment or help is an even more debatable matter than the question of what constitutes a 'case', but just as there is no doubt about certain categories of patients requiring help, so also there is no doubt that there are certain ways of handling people which are unhelpful. To send patients away because of insufficient staff or to handle the initial interview in such a manner that the person refuses to return is not helpful. Similarly, hospitalization can in some circumstances be antitherapeutic (20) and there are some types of 'therapy' which are inappropriate for specific types of disorder.
Assessment of allegedly antitherapeutic measures is difficult to effect objectively, but it is both easy and relevant to calculate the percentage of applicants who either get turned away or take themselves away after the initial interview or second visit, whether this is done globally or by category of case, Some of the refusals and drop-outs may have been helped by the initial contact or have had too little psychopathology to merit treatment in the light of the priorities which the service has chosen, but that is unlikely to be true of many, and in any event the time consumed in registering and interviewing them could probably be put to better use. It is generally recognized that a certain percentage of unsuitable cases must be interviewed if all the suitable ones are to be identified (suitability being defined on the basis of the chosen priorities) but it is clearly desirable that this percentage should be low. Quite apart from the waste of the staff's time the effect of rejection or of disappointment to the applicant must be considered. Hence, if the rate of refusals or of drop-outs is high, either the character of the service needs changing or the public requires to be better informed regarding the priorities which the clinic follows.
.
Outcomes
The outcomes of psychotherapy and of neuropharmacotherapy have been too abundantly studied for review here, but although almost any of the methods commonly described could be used for program evaluation, most have the common disadvantage of demanding too much effort for continuous use. Therefore, while programs should certainly include intensive studies into specific aspects of their services, there is also a need for some simple, inexpensive and repeatable measure which would permit continuous monitoring of effectiveness. This monitoring can be done either subjectively or objectively, immediately on termination of therapy or later. For quick subjective assessments there is much to be said for the program director interviewing random patients at the time of discharge, but this is not a method which allows for longer-term . comparisons, particularly when there is a change of director. To compare results over the years it is better to use a rougher but more objective approach with a simple questionnaire or standardized interview (17) , and it is probably also better to make such assessments some months after formal discharge rather than at that emotionally-charged time.
The follow-ups can be done by home visits, but this is probably too time-consuming to be maintained over the years, and postal or telephonic follow-ups, (14) though less informative, are reliable enough for most purposes and easier to adopt as a routine (19) . Depending upon the clientele it may prove desirable to augment such an approach by similar enquiries addressed to relatives, physicians, social agencies, teachers or others in regular contact with the type of patient concerned. A uniform number of follow-ups can be scheduled each month and the percentages who have returned to full employment or have become symptom-free can be charted with the part-time services of a good clerk. Patients appear to accept such follow-up contacts quite easily if their original contact with the service has been normal (22) .
What of the effect of the program on the rest. of the community? As British research has shown (3, 7) , this is by no means an academic question and there is increasing concern that while the patient is being saved from the deleterious effects of long hospitalization the protection of the family from the deleterious influence of the patient may be overlooked. Accordingly, even though this is not something to be continuously monitored it is desirable to make occasional investigations into the matter through home visits and by the use of the Katz Social Adjustment Scale (16) or a similar instrument (35) .
Finally, for assessing the effectiveness of services to the public there is one further statistic which can be very revealing, and this is the number of patients from one catchment area seeking treatment in another. Unfortunately this information is now not always available but it will be when central case registers become more common.
Efficiency and Economics
To attain satisfactory results with patients is one thing; to attain them efficiently and economically is another. Yet both economy and efficiency are important when considering the distress the patient is going through, the cost to the public purse and the extra projects which might be realized if even a small part of every staff member's time could be saved. In the literature this point is usually considered in terms of process (45) rather than in terms of input and output, but the latter deserve prior attention. It should be asked whether effort is being spent on cases in which no real improvement could be expected and more importantly whether many of the successful 'results' would have occurred even if no treatment had been given. The papers of Saenger (32) and of Schorer et al (34) are only the latest of a series suggesting that many candidates for psychotherapy improve without treatment, and there is other evidence suggesting that some 'psychotherapy' makes patients worse (37) . Obviously, there are some types of patient who could never be expected to improve without treatment and some types of personality change which are difficult to measure, but evaluation should take into consideration Saenger's conclusion that the impact of psychotherapy on the less suitable case may be more significant than on the case apparently more suitable for this treatment, since the latter often shows spontaneous recovery. A postal or telephonic follow-up of drop-outs paralleling the follow-up of fully treated patients could offer some material for assessing this matter, and since in any district there tend to be medical or social work practitioners who make little use of the mental health services, their caseloads might be drawn on for controls if it were desired to pursue the comparison further.
At the opposite extreme to asking whether there are patients receiving treatment they may not need or be able to benefit from, it could be asked whether there are some whose supervision has been inadequate in the sense that contact with them has been allowed to lapse until a crisis, probably necessitating hospitalization, brings them back. The hospital costs in such cases are likely to exceed the cost of maintaining them on an outpatient basis even if transport and drugs were provided, and the psychic damage as the crisis built up is also likely to exceed that which would have occurred if contact had been maintained, even if hospitalization was inevitable. Hence, although the causes of the loss of contact (financial, administrative, personal) may not be attributable to the service, there will be instances where a greater effort at keeping in touch would have paid dividends (23) . Statistics on such cases should be easy to elicit from the average program's record system and could well be worth analysing.
There are better known means of evaluating psychiatric hospitals .and programs but many of these methods need changing in ways too varied and complex to be covered here. For instance, a single 'mean duration of hospitalization' figure is valueless for the present-day mental hospital faced with the two quite distinct problems of activating its long-term residue of patients and providing co-ordinated treatment to new admissions. The ratio of clinic staff to caseload is useless until 'caseload' is better defined, since in some programs patients are retained for years in the 'active' category whereas in other programs these same patients would not be in the caseload at all. Hospital readmission rates, so often used as a measure of treatment failure, will have to be reassessed in the light of modern attitudes and community facilities (12, 31) . Similarly, the judging of a community program by its ability to keep patients out of the state mental hospital -a goal which sometimes succeeds (26) and sometimes fails (18) -needs to be reassessed in the light of the fact that in the best plans the hospital is part of the program and not a place of last resort.
Newer methods of assessing efficiency through drastically changed record systems are being tried in a number of places. These include measuring the time spent with patients as against the total time on the job for different categories of therapeutic personnel (43) , although the assumption that patient contact is more valuable than certain other activities is still unproven. Probably of greater clinical relevance, although of less interest to the budget office, is the ratio for each patient of the time spent interacting with staff to the total time spent in the service -something that is attracting attention in France (personal communication). But these newer methods are more appropriately tackled in pilot studies than by adaptation in programs not having the means fora full exploration of their advantages and disadvantages, since they re-Vol. 16, No.6 quire considerable changes in current record-keeping.
Conclusion
There are many aspects of program evaluation not dealt with in this paper. Preventive efforts and public education have received only indirect mention; the assessment of individuals on behalf of schools, the courts, agencies and private physicians has been wholly overlooked. This bias has a simple though depressing reason. When a strictly scientific approach is taken towards the primary prevention of mental disturbance it proves virtually impossible to demonstrate that a planned intervention has been followed by a predicted behavioural change which could not equally have been attributed to another agent. Changes in the attitudes expressed by people exposed to a program can be demonstrated (9) but it is difficult to assess how deep these changes go, and it appears to have been impossible to show that any more direct indicator of mental health has changed.
Similarly, it is difficult to measure what effect, if any, is achieved by the assessments of individuals on behalf of schools and courts. This does not mean that preventive and educative services must remain unevaluated forever, but it does mean that they are still in an -experimental stage. _When governments and other funding bodies call upon the profession to demonstrate its program successes they know that it is only in the treatment of the sick that concrete results can be expected. The evaluative methods suggested here mostly employ existing record systems and lean towards oversimplicity, since only simple methods tied to the normal routine of a program are likely to continue in use year after year, as is essential if it is desired to know whether new efforts are bearing fruit. At some stage in most programs it is highly desirable to take a fresh -look at the more subtle aspects of the work, especially those aspects which cannot be easily quantified, but the ways of doing this vary too greatly with person and circumstance for summarization here. All evaluation is com-parative and there are great advantages in being able to compare various units or teams which all purport to give the same degree of comprehensive care. However, such comparisons should be for the purpose of assessing the relative value of different approaches, for instance in the use of family physicians to provide after-care (4 ) , rather than for assigning merit or generating rivalries. Even when it is impossible from the data to say that one approach is necessarily better than another, the fact of the treatment teams coming together to discuss the evidence is likely to be profitable and lead to a better understanding of their services and clientele.
